Background: Abdominal wall endometriosis is a rare condition occurring after caesarean section. A small painful nodule or lump near post caesarean scar is the common presentation. Large size endometrial nodules in anterior abdominal wall are uncommon and bleeding is very rare complication.
Case report A case of thirty two years female presenting with a lump in left iliac region with bluish discoloration presented in the outpatient department ( Figure 1 ). She was having two children. Youngest child was 9 years old born by a caesarean section. A small nodule has formed on the left side of caesarean scar for last 8 years. The nodule was painful and became more painful during the menstruation. The excessive cyclical pain was partially relieved by taking nonsteroidal anti-inflammatory drugs. No hormone therapy was used by the patient. This small nodule has been slowly increasing in size and has reached the present size. The bluish discoloration over the lump was present for last two days only and coincided with onset of menstruation. There was no history of trauma or lifting of heavy weight. The lump has increased in size and was extremely painful. On clinical examination there was an indurated tender lump of size 10x11 cm on left side of abdomen. The lump was firm in consistency with restricted mobility. The ultrasound revealed a well-defined mass (Figure 2) . CT scan shows a well-defined mass with extravasation of blood into surrounding tissue (Figure 3 ).
After the radiological diagnosis of endometrioma, the fine needle aspiration revealed blood only. The patient was operated under anaesthesia. A transverse incision was given left to umbilicus. The lump was dissected with a safe margin all around excised. The involved anterior abdominal wall muscles and rectus abdominus were excised. The peritoneum was not involved. A large defect was left in the anterior abdominal wall. The polyprolene mesh was used to cover this remnant large abdominal wall defect ( Figure 4 ). The wound was closed with a negative suction drain. The patient remained well in postoperative period and drain was removed on third postoperative day. The wound healed well with infection. The stitches were removed on 10 th postoperative day. No recurrence was noted in follow up at 6 months ( Figure 5 ). The excised specimen ( Figure 6 ) and cut section appearances show endometrioma ( Figure 7 ). On histopathological examination confirmed the diagnosis of endometriosis. Microphotograph shows benign endometrial glands and stroma with hemorrhage ( Figure 8 ). First described by Rokitansky in 1860, endometriosis is the presence of ectopic endometrial tissue outside the uterine cavity. Anterior abdominal wall endometriosis although is an uncommon entity but occurs in a scar after obstetrical and gynaecological surgery [10] . Caesarean scar endometriosis is most common among the extrapelvic endometriosis [11] . The incidence of abdominal wall endometriosis is 0.8% of all women undergoing caesarean section. In abdominal wall endometriosis the skin and subcutaneous tissue is involved more frequently than muscle, fascia, rectus sheath and muscle. In abdominal wall endometriosis muscles of anterior abdominal wall are involved including rectus abdominis muscle [12] . In this case all the muscles including rectus muscle were involved because of giant size. The rectus muscle haematoma, cysticercosis, granuloma, chronic abscess and desmoid tumour should be considered in differential diagnosis.
Discussion
Yuan et al. studied clinicopathological features of abdominal wall endometriosis in 151 cases with previous caesarean section. The latent period between the previous caesarean section and onset of symptoms was 24 months. However this latent period was not associated with age of patient, type of incision, gestational age, lump size and postpartum menstrual recovery. The size of lump was directly proportional to the size of endometrioma whether more than 3 cm or less than 3 cm. The time interval between start of symptoms and surgery was 26 months. The size of lesion on preoperative ultrasonography was significantly smaller than size of excised specimen (20mm versus 35mm). Surgical excision was done in all patients and recurrence rate was 7.8% while average recurrence rate was (20±16) months [13] . In another study the clinicopathological features in 151 patients with abdominal wall endometriosis were explored. Most common presentation (80.1%) was cyclic pain and/or abdominal lump. The latent period was not related to factors such as incision site, gestational age, postpartum menstruation and lactation period [14] . Bektas H et al. described their 10 years' experience of 40 patients with abdominal wall endometriosis presenting with abdominal mass, cyclic or noncyclic pain. They studied the age, parity, symptoms, diagnostic modalities and current treatment. The duration of symptoms was 18.2±23.4 months. The preoperative diagnosis was made in 47.5% of patients. Recurrence occurred in 9.1% of cases after surgical excision [15] .
The abdominal wall endometrioma is hypothesized to be produced by seedling of endometrial cells during caesarean section. Both endometrial cell and stroma implant during surgery. These implanted cells become viable and start growing. Like uterine endometrium this ectopic tissue is also hormone sensitive. It grows under influence of oestrogen and becomes symptomatic at time of menstruation. The repeated bleeding within this ectopic endometrial tissue and disintegration of blood leads to deposition of haemosiderin. This produces dark brown colour cyst called chocolate cyst. This endometrial cyst is usually multilocular [16] .
Preoperative diagnosis can be made using clinical acumen and diagnostic techniques like ultrasound, CT scan and MRI. FNA can provide accurate diagnosis but not in all cases. In this case preoperative diagnosis was made by ultrasound and CT scan. However FNA reported aspiration of blood only. Sonographic findings in abdominal wall endometrioma were hypoechoic solid lesions with cystic changes. For large lesions CT shows well circumscribed lump and for small lesions MRI provides better resolution [17] . In preoperative work up deep infiltrating endometriosis, the results of PET/CT were compared with MRI for distinguishing previous surgical scar and active lesion. PET/CT had greater accuracy than MRI particularly in patients with previous scar [18] .
Umbilical endometriosis of anterior abdominal wall is rare entity usually following laparoscopic surgical procedures [19] . But spontaneous umbilical endometriosis without history of any surgery has also been reported [20] . Umbilical endometriosis associated with a large umbilical hernia has also been reported in literature [21] .
The anterior abdominal wall endometriosis is conventionally treated by hormone therapy or wide surgical excision. Sclerotherapy can be used for small size abdominal wall endometriosis. In a recent study abdominal wall endometriosis was treated by ultrasound guided ethanol injection hence avoiding the surgery [22] . A preliminary study has reported percutaneous image guided cryoablation of localized symptomatic abdominal scar endometrioma with promising local control [23] . The best option is wide excision should be performed in these patients with post caesarean endometrioma to avoid recurrence. The resultant defect in the anterior abdominal wall may require reconstructed using polypropylene mesh [24] . In a short study robotic single site endometriosis resection using firefly technology with fluorescent Indocyanine Green dye has been done in pelvic endometriosis [25] .
The abdominal wall endometrioma can undergo various complications like infection, abscess formation, haemorrhage, rupture and malignant transformation [26] . Endometriosis rupture is very rare complication with only a few cases being reported in literature for pelvic endometrial cyst and anterior abdominal wall endometriosis [27] . This will produce haemorrhage into peritoneum. But no case of haemorrhage and rupture of abdominal wall endometrioma have been found. Endometrioma rupture occurs because of the rapid growth and achieving a giant size. The hormonal stimulation is at peak during the pregnancy. But this patient was not pregnant and rupture occurred during menstruation. The emergency was treated by surgery under antibiotic cover. 
Conclusion
Post caesarean scar endometriosis should be suspected in diagnosis. An abdominal wall lump with cyclical or noncyclical pain gives the clinical diagnosis of abdominal wall endometriosis. Under hormonal influence it can gain a large size. The complication of rupture and haemorrhage can occur in abdominal wall endometriosis, which is a rare complication of pelvic endometrioma. Wide excision with polypropylene meshplasty under antibiotic cover is the treatment of choice.
